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Objective. To identify and describe new roles for medical assistants (MAs) in innova-
tive care models that improve care while providing training and career advancement
opportunities forMAs.
Data Sources/Study Setting. Primary data collected at 15 case study sites; 173 key
informant interviews and de-identified secondary data on staffing, wages, patient satis-
faction, and health outcomes.
Study Design. Researchers used snowball sampling and screening calls to identify 15
organizations using MAs in new roles. Conducted site visits from 2010 to 2012 and
updated information in 2014.
Data Collection/Extraction Methods. Thematic analysis explored key topics: fac-
tors driving MA role innovation, role description, training required, and wage gains.
Categorized outcome data in patient and staff satisfaction, quality of care, and effi-
ciency.
Principal Findings. New MA roles included health coach, medical scribe, dual role
translator, health navigator, panel manager, cross-trained flexible role, and supervisor.
Implementation of new roles required extensive training. MA incentives and enhanced
compensation varied by role type.
Conclusions. New MA roles are part of a larger attempt to reform workflow and
relieve primary care providers. Despite some evidence of success, spread has been lim-
ited. Key challenges to adoption included leadership and provider resistance to change,
cost of additional MA training, and lack of reimbursement for nonbillable services.
Key Words. Health care workforce, medical assistants, primary care, new models
of care

The need to reform primary care delivery models has been extensively dis-
cussed in the literature, in clinical forums, and in policy arenas (Bodenheimer
2007; Gawande 2011; Fernandopulle 2013; Porter, Pabo, and Lee 2013;
Bodenheimer et al. 2014a). The challenges in primary care delivery have been
attributed to workforce shortages of primary care providers, an aging popula-
tion with an increase in chronic conditions, reimbursement models that do not
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adequately compensate for primary care services, and the drive to improve
patient outcomes (Bodenheimer 2006; Bodenheimer and Pham 2010; Phillips
et al. 2011; IHS Inc. 2015). In addition, there is a growing acknowledgement
that the current primary care workforce is not always used in a way that maxi-
mizes each profession’s unique skills and training. Clinicians often spend time
on tasks that could be safely and perhaps be better performed by other staff
members (Yarnall et al. 2003; Fiscella and Epstein 2008; Bodenheimer and
Smith 2013; Bodenheimer, Willard-Grace, and Ghorob 2014b). Medical assis-
tants (MAs) have been identified as one of the team members who could take
on expanded or new roles within teams (Bodenheimer and Laing 2007;
Anderson and Halley 2008; Balasa 2008; Nelson et al. 2010; Sinsky et al.
2010; Patel, Nadel, andWest 2014;Witgert et al. 2014).

The purpose of this article is to describe new roles for MAs, the prepara-
tion needed, evidence of impact, and challenges in implementing those new
roles. We also focus on the MA career ladder and potential wage gains for
MAs in those new roles. The research is based on a series of case studies con-
ducted between 2012 and 2014 (Healthforce Center at UCSF 2015). This
study adds to our knowledge of expanded MA roles as part of overall primary
care redesign.

Who Are Medical Assistants?

Medical assistants are one of the fastest growing occupations in the United
States. The traditional clinical role of the MA is typically limited to escorting
patients to an exam room, taking vital signs, noting the chief complaint in the
record, and then leaving the exam room unless assistance is needed with a pro-
cedure. Postvisit interactions are limited. That role is now being transformed
in many settings.

The MA occupation is defined by the Bureau of Labor Statistics with
a Standard Occupational Code and is regulated by each state. By MA
role, we mean the duties and responsibilities of the MA in relation to
other members of the health care team, including the patient. New roles
for MAs include job enlargement (horizontal expansion to include more
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and more varied tasks), job enrichment (vertical expansion including more
autonomy and responsibility for tasks), and/or job rotation (shifting
between two or more assignments at regular intervals of time) (Belias and
Sklikas 2013; Zareen, Razzaq, and Mujtaba 2013). Job titles for MAs are
often organization specific and new roles may include a new job title for
the MA.

Some new roles include taking on some functions that overlap with
other occupations such as phlebotomist or radiologic technician, while retain-
ing the primary role as anMA.

There are currently more than 591,000 MAs in the United States, with
the Bureau of Labor Statistics projecting 138,900 new MA jobs within the
next decade (U.S. Bureau of Labor Statistics 2015). MAs are racially and eth-
nically diverse—57 percent white non-Hispanic, 23 percent Hispanic, 14 per-
cent African American, 4 percent Asian (U.S. Census Bureau 2010). The
majority of training programs are 1 year or less and result in a certificate of
completion. Private for-profit schools are a major source of MA education,
producing 82 percent of all MAs in 2013, and may be flexible in ramping up
or down enrollment according to market demand (Chapman, Marks, and
Dower 2015; National Center for Education Statistics 2015). The median
wage for MAs in 2014 was $14.41 per hour (U.S. Bureau of Labor Statistics
2015).

Why Medical Assistants for New Roles on the Primary Care Team?

The upsurge in MA training indicates an increased interest in this workforce
(Atkins and Dye 2014; National Center for Education Statistics 2015). MAs
may be selected for new roles on the team for several reasons. The short
time for pre-employment or on-the-job training makes them relatively easy
to hire. The MA is also a relatively low-cost addition to the team. MAs often
come from the community and population they serve. They connect with
the patient population in outreach roles that are an important contribution
to team care (Blash, Chapman, and Dower 2010b; Chen et al. 2010; Naugh-
ton et al. 2013). In addition, the regulations around MA scope of practice
often follow the basic model of physician delegation of tasks and supervision
(McCarty 2012). Practices innovating the role of the MA generally began
with an organizational decision to reform and redesign practice, often
including other innovations in addition to changing the MA role (Naughton
et al. 2013; Sinsky et al. 2013; Bodenheimer et al. 2014a). In our case stud-
ies, this innovation was facilitated by internal funding of training, grant
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funding, and partnerships with MA training organizations, Area Health Edu-
cation Centers, and unions (Nelson et al. 2010; Trimble and Wielawski
2013).

Previous Research on New Roles for Medical Assistants

In 2007 Bodenheimer first described the “Teamlet model” (Bodenheimer
and Laing 2007) in which a clinician and MA dyad work closely as a team to
provide comprehensive care, including previsit planning, a team visit, postvi-
sit health coaching, and follow-up coaching, to ensure that the patient under-
stands medications and follows the treatment plan. This model was intended
to replace the 15-minute clinician-only visit in which few of these goals could
be accomplished. Since Bodenheimer’s paper, there has been increased
attention to the MA role on primary care teams and how that role may be
enhanced to provider better care with better patient outcomes (Alssid and
Goldberg 2013; Ladden et al. 2013; Naughton et al. 2013; Adewale,
Anthony, and Borkan 2014; Lichtenstein et al. 2015; Bodenheimer and Wil-
lard-Grace 2016; Freund et al. 2016). In addition to the Teamlet model, other
models of care have called for multiple MAs working with a provider to
enhance productivity. In these models, MAs serve as a translator, scribe, or
health coach (Anderson and Halley 2008; Sinsky et al. 2010; Broughton
2016).

Previous studies have described new MA roles across settings, includ-
ing academic primary care practices (Chen et al. 2010; Blash, Dower, and
Chapman 2011a, b), community health clinics (Baker et al. 2014), rural fam-
ily care practices (MacKay et al. 2014), large urban health centers (Nelson
et al. 2010), and large managed care organizations (Blash, Chapman, and
Dower 2010a).

The evidence for practice change innovations that include new roles for
MAs on patient, staff, and provider satisfaction and clinical outcomes is build-
ing (Baker et al. 2009; Magill et al. 2009; Ruggiero et al. 2010, 2014; Day
et al. 2013; Ladden et al. 2013; Sinsky et al. 2013; Thom et al. 2014, 2015;
Dub�e et al. 2015; Lichtenstein et al. 2015; Reedy et al. 2016). There are few
rigorous studies of cost effectiveness or evidence of return on investment of
implementing new models (Anderson and Halley 2008; Reid et al. 2010; Sin-
sky et al. 2010; Day et al. 2013). Even fewer studies have focused on the
impact of these new roles on MA retention, satisfaction, or career advance-
ment and wage gains (Nelson et al. 2010; Willard-Grace et al. 2013; Gerstein
et al. 2015).
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METHODS

Potential case study sites were selected via an environmental scan and snow-
ball sampling. To be eligible for the case study, health care organizations had
to meet several criteria, including employing MAs in an innovative model of
care with new roles; documented improvements in organizational efficiency,
patient outcomes, and/or staff members and patient satisfaction; and a focus
on career advancement, training, and enhanced compensation for the new
MA roles. This study was approved by the Committee on Human Research at
the University of California at San Francisco.

Over 95 screening interviews and/or email exchanges were conducted
to locate the 15 sites chosen for in-depth study. Many sites were dropped for
consideration because they had not yet implemented any career or wage gains
for MAs in their practice model change. At each of the 15 selected sites, two
researchers spent 1–2 days on site conducting individual or small group inter-
views with MAs, CEOs, medical directors, human resources representatives,
clinical providers, supervisors, nurses, union representatives, and training
directors about their care models and workforce initiatives. The interviews
lasted approximately an hour with each researcher taking detailed interview
notes. From six to twenty-four individuals were interviewed at each site for a
total of 173 interviewees. After completion of the site visits, interview notes,
outcomes data summaries, and other site background documents were input
into Atlas.ti software and analyzed first within sites by predetermined cate-
gories based on interview questions and then across sites for broader themes.
Three study researchers independently reviewed the data and shared key
themes for the case studies. MA roles were identified, coded, and reviewed to
identify basic models of MA tasks, duties, and assignments. Three roles,
including relational, cross-trained, and leadership, clearly emerged from the
analysis as distinct; the health information technology (HIT) role required fur-
ther discussion and analysis about the functions related to this role. The case
study outline is included in Appendix SA2.

RESULTS

Study Sites

Case study sites ranged from small, rural, federally qualified health centers
(FQHCs) to an urban medical center that was a part of a large national HMO.
Table 1 describes the 15 case study sites, including name, practice location,
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organization type, reported number of MAs and providers, and approximate
ratio of MAs to providers in practice teams. Ratios are approximate but
describe a key characteristic of the staffing model—the number of providers
and MAs per practice team. Many study sites achieved efficiencies by assign-
ing more than one MA to each provider. The number of support staff per

Table 1: Description of Case Study Sites

Name State Organization Type
No. of
MAs No. of Providers

MA-to-
Provider
Ratio

AsianHealth Services CA FQHC 55* 33 1.5:1*
Cabin CreekHealth
Systems

WV FQHC 33* 18 2:1*

Family Health Center of
Worcester, Inc.

MA FQHC 25 26 1:1

DFD Russell Medical
Centers

ME FQHC 22 11 1.5:1

Franklin SquareMedical
Center, Family Health
Center

MD Not-for-profit regional
health care system
(residency site)

15 18 providers/
28 residents

3:3

High Plains Community
Health Center

CO FQHC 29* 10 4:1*

Kaiser Permanente
Baldwin ParkMedical
Center

CA Nationwide staff model
HMO

115† 94 1:1†

NorthwesternMedical
Group

IL Academic medical
center

84 120 1:1

PeaceHealth;
Team Fillingame

OR Not-for-profit regional
health care system

3* 2 1.5:1*

Southcentral Foundation AK IndianHealth/Alaska
Native corporation

132 240 2:1

Special Care Center/
AtlantiCare

NJ Not-for-profit regional
health care system

9* 2 4.5:1*

UCDavis Family
Practice Center

CA Academic medical
center

14 17 faculty/
54 residents

1:1

UnionHealth Center NY Comprehensive
multispecialty care
clinic

38* 12 1.5:1*

University of Utah
Health Care

UT Academic medical
center

195 111 2.5:1

WellMedMedical
Group/Medical
Preparatory School of
Allied Health

TX Private, physician-
owned practice
management
company

200+ ~90 3:1†

*Includes health coaches who can rotate toMA role.
†Includes LPNs in same role.
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provider has emerged as an important factor in practice efficiency (Anderson
and Halley 2008; Sinsky et al. 2010). Ratios listed in Table 1 include MAs
serving as health coaches, dual role interpreters, health navigators, and some-
times supervisors.

New Roles and Models

After reviewing the data, the research team developed the following cate-
gories to describe those new roles, MA activities in those roles, and addi-
tional training, beyond basic MA preparation, needed to prepare MAs for
those roles. Flexibility is a key factor in expanded MA roles and MAs
often rotate between traditional MA tasks and new roles (see Table 2).
Nearly all sites reported that the basic education that MAs received was
insufficient for new roles, necessitating additional training. Most of the sites
paid for this training out of their own resources. Only a few sites were able
to raise grant funding to support curriculum development for new roles
or training.

Relational roles included health coach, patient navigator, community
health worker, care coordinator, and dual role interpreter. In health coaching
models in particular, MAs were selected because of their ability to communi-
cate with and gain the trust of a particular patient population, and they were
often required to be bilingual. Health coaches worked with patients with
chronic diseases, helping them to set and keep self-management goals. Patient
navigators and care coordinators helped patients navigate the health care sys-
tem across the continuum of care and access resources. Dual role interpreters
used their first language, enhanced by professional training in interpretation
and medical terminology, to interpret throughout the visit, rotating back to
basic MA roles when their translation skills were not needed. Relational roles
required extensive and ongoing training often involving motivational inter-
viewing, various types of screening procedures, and information on chronic
disease management. One site required MAs to complete nine monthly
in-house health coaching modules as well as additional shadowing, observa-
tion, and assessment prior to promotion to health coach. The site employing
MAs as community health workers received grant funding to send employees
offsite for specialized training. MAs serving as dual role interpreters at one site
were required to take a 60-hour accredited course and pass a language apti-
tude screening exam.

Other new roles focused on health information technology and increased
skills in documentation. Those roles included medical scribe, panel manager,
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quality improvement assistant, and electronic health record (EHR) super-
user. Medical scribes stayed in the room during a patient visit and entered
information into the EHR. MA panel managers scanned the medical

Table 2: New Roles for MAs, Skills, and Training Requirements

Roles Skills Emphasized Additional Training

Relational • Health coach

• Community
health worker

• Dual role translator

• Patient navigator

• Care coordinator

Use interpersonal skills
and personal cultural/
linguistic skills to
communicate health
education, medical
system, and community
resources information
to patients. May use
motivational
interviewing to assist
patients in setting
health goals

• Motivational inter-
viewing

• Health care inter-
preter training and
possibly certification

• Health coach training

• Chronic caremanage-
ment training

HIT/
Documentation

• Panel manager

• Scribe

• EHR super-user

• Quality
improvement
assistant

Use computer skills to
document and analyze
patient data, review
care gaps, report on
trends, or teach others
to utilize EHR and
other HITsystems

• Computer skills,
usually OJTor
in-house training
on EHR

Cross-Trained
Rotation

• Greeter/scheduler

• Medical records/
coder

• Referral
coordinator

• Phone bank

• Pharm/lab tech

• Phlebotomist

• Limited license
rad tech

Usemultiple clinical and
clerical skills to rotate
through front and back
office tasks based on
practice workflow
needs. Requires
flexibility and willing to
learn andmaintain
multiple skills. May
require additional
clinical skills and
training as well as good
customer service skills

• Tech skills require
outside training and
certification

• Many organizations
offer customer service
training in-house

Leadership/
Managerial

• LeadMA/MA
supervisor

• Mentor/preceptor

• Trainer

• Floor coordinator

Use leadership skills to
assist in supervising,
training, and assessing
otherMAs and/or in
coordinating practice
workflow and supplies
distribution

• MAs often promoted
for identified aptitude

• Additional leader-
ship/management
training

EHR, electronic health record;MA,medical assistant; OJT, on-the-job training.
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records for a provider’s “panel” of patients, looking for care gaps, and con-
tacted patients in need of follow-up. MA quality improvement assistants
produced reports on quality measures that clinical teams could use for
planning and patient care. Super-users became highly proficient with the
EHR. One organization that relied on computer-based protocols for MA/
patient encounters and panel management conducted a 1-month training in
computer skills in a skills lab followed by intensive observation and tai-
lored one-on-one training to help staff members integrate the new system
into their workflow.

The third category of new roles involved cross-training MAs to rotate
through multiple roles in addition to add-on skills, including phlebotomist,
limited license radiologic technician, pharmacy technician, receptionist,
greeter, referral coordinator, and medical records clerk. In these models, the
MA often served as a patient ambassador, escorting the patient through the
visit and providing as many services as possible in the exam room. In these
models, there was often a higher ratio of MAs per provider. Administrators
observed that it was more efficient to use MAs as flexible, redeployable
employees who could cover multiple roles rather than hire specialized staff
members that were more expensive and could not cross-cover. MAs generally
received on-the-job (OJT) training for these roles, although, at one site, staff
members were sponsored to take courses to become pharmacy technicians
and limited license radiology technicians.

The final category of new MA roles included leadership and supervisory
positions. Examples of those new roles included lead MA, supervisor, men-
tor, preceptor, floor coordinator, and trainer. In those roles, MAs often still
served as MAs, but also took on more responsibility coordinating the work
of other MAs, organizing daily patient workflow, and training and assessing
other MAs. Those roles could lead to higher administrative and manage-
ment positions such as clinic supervisor. MAs were often selected for pro-
motion into these new roles based on aptitude and identified leadership
skills. They also required additional training. At one site, lead MAs
received training in management and conflict resolution; at another, MAs
were sponsored to take part in an extensive leadership training course
followed by a 6-month mentorship.

MACareer Ladders and Incentives

To retain their investment in MAs, many sites developed career ladders,
financial incentives, and wage gains. Figure 1 shows compensation gains
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that were available to MAs in one or more of the case study sites in the
new roles developed. The pyramid displays smaller wage gains available
to larger numbers of MAs within an organization at the base of the pyra-
mid, with correspondingly smaller segments representing advancements
available to fewer MAs but yielding higher pay differentials. The base rep-
resents quality and productivity bonuses that MAs might receive either as
individuals or part of high-performing teams. For example, one clinic set
up a system whereby MAs could access a dashboard to check their pro-
gress in achieving various quality goals related to clinical care. Achieving
a certain level on a number of predetermined measures resulted in a $500
annual bonus.

In the next row up are step advancements and wage increases related to
additional training. Step advancements include formal career ladders with dif-
ferent step levels within the MA job category (MA I, MA II, etc.). Additive
skills pay included “pay bumps”MAs might achieve for additional training in
areas like phlebotomy or radiation technology.

The second-to-the-top row represents advanced positions like health
coaching and leadership, which required extended training and commitment
and often yielded substantially greater wage gains.

At the top of the pyramid are greater wage gains related to movement
out of the MA job category. A few of the sites offered educational stipend sup-
port for MAs to grow into nursing or other health careers with the agreement
that they would return to work for the organization in an advanced role upon
program completion.

The one organization that offered the overall highest wages for the
greatest number of MAs did so via its union contract.

Figure 1: Wage Changes for MAs in NewRoles
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Evidence of Impact

All 15 sites provided some evidence of the positive impacts of practice change.
However, it was seldom possible to distinguish the unique impact of new MA
roles from the overall impacts of care model redesign. Our ability to compare
outcomes across sites was limited. A few sites provided pre- and post-imple-
mentation data; others simply compared a single data point to regional, state-
wide, or national averages or benchmarks. Organizations with research
infrastructure generally had more formal evaluation data and published
results on their care change models (Magill et al. 2009; Kanter et al. 2010;
Egger et al. 2012; Day et al. 2013; Driscoll et al. 2013). Table 3 displays sam-
ple outcomes measures reported by the case study sites.

Six sites provided patient satisfaction measures that indicated either
improved satisfaction or continued high satisfaction, after implementing prac-
tice change with new MA roles. One site documented higher patient confi-
dence in providers at sites with MA-conducted previsit planning than at
comparable sites without (99 percent vs 87 percent).

Three organizations reported staff engagement survey data indicating
multiple findings of greater staff satisfaction and engagement after implementing
the newMA roles. For example, one site improved on the overall average score
of employees agreeing “I am a satisfied employee” from 3.7 on a five point scale
prior to implementation to 4.2 post-implementation.One site documented over-
all improvement in physician satisfaction with their medical practice from about
69 percent overall prior to practice change to 81 percent post-implementation.

Quality outcomes most commonly tracked were standard quality mea-
sures such as in the Healthcare Effectiveness Data and Information Set
(HEDIS) dataset. All case study sites had evidence of at least some improve-
ment in clinical screening and/or outcomes measures. However, most sites
did not formally tie these data to points before and after innovations in the
care model. At least two sites were able to track outcomes back to team or
individual MA performance. For example, one site recorded an increase in
childhood immunizations—from 57 percent to 100 percent—as a result of
implementing a new protocol for MAs.

At least four of the sites tracked organizational efficiency or human
resources outcomes related to practice change. For example, one site reduced
patient visit cycle times from 90 minutes to 45 minutes as a result of improve-
ments in workflow, adoption of open-access scheduling, and implementation
of self-check-in kiosks. Surprisingly few sites tracked changes in staff retention
related to practice change.
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Measures of cost and utilization differed by reimbursement model. One
site using a fee-for-service model improved volume and productivity through
increasing the MA to provider ratio and consequently almost doubled the
number of patients seen per provider hour, resulting in increased revenue of
over $400,000 a year. Two sites using MA health coaches under a capitated
model reported reduced costs in the form of lower ER use and hospitalization
rates, and reduced length of hospitalizations among patients with multiple
chronic diseases (Nelson et al. 2010; Gawande 2011; Trimble and Wielawski
2013).

Challenges in Adoption of New Roles

Lack of clarity of MA scope of practice regulations was a challenge in develop-
ing new MA roles in several sites. Many site leaders were unsure of the
MA scope of practice in their state. A few of the sites imposed more
stringent restrictions on MA practice than did state regulations. Injections and
protocol-based triage were often areas of doubt. Site leaders interviewed
reported that scope of practice concerns were sometimes raised by nurses who
feared displacement if MAs were allowed to take on expanded roles.

Both providers and staff reported that they found practice change chal-
lenging. MAs reported lacking confidence to take on new roles and some
resented taking on more challenging work. Providers and nurses were reluc-
tant to delegate tasks, concerned about relinquishing patient contact, and dis-
trusting of the skills and reliability of the MAs. A few sites addressed this by
engaging providers and nurses in training and assessing MA skills, allowing
them to decide if “their”MAmet the required competencies for the new roles.

Sustaining practice change required the buy-in of top leadership. All of
the case study sites had a practice change champion who also championed the
development of new MA roles. At two sites, visionary champions initiated a
small-scale practice change in MA roles that was discontinued when that
champion left the organization.

The significant costs in time and money for additional MA training were
reported to be a challenge across sites. Most sites focused training first on sup-
plementing basic MA skills which newly hired MAs reportedly lacked. Costs
included hiring extra staff to cover if a training was conducted during the
workday or paying MAs overtime if they were required to attend during non-
work hours. Retention of MAs trained in new roles was a challenge in some of
the smaller sites as larger competitors sometimes lured away the newly trained
by providing higher wages.
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Administrators often had to make the business case to leadership that
increasing the number of MAs, providing advanced training, increasing sal-
aries, and changing job descriptions were worth the investment. Reimburse-
ment for unbillable services provided by MAs in new roles presented a
significant challenge to sites with a fee-for-service reimbursement model.

About one-third of sites had direct fee-for-service arrangements. Two of
the fee-for-service sites were able to charge facility fees. Two additional sites
tracked increased productivity and revenue as a return on the investment of
MA development. Four of the remaining sites had some form of per member
per month capitation, and five were FQHCs under the prospective payment
system —of which two were fee-for-service and three were special capitation
arrangements. Sites with capitation models or global payments reported that
they had an easier time covering the costs of increased MA staffing and
incentives.

DISCUSSION

Implementation of the ACA, shortages of primary care providers, and grow-
ing recognition that different team members may be better at meeting differ-
ent patient needs will likely continue to lead to evolution of the MA role. The
adoption of new roles for MAs is flourishing in some areas, particularly in
large group practices and FQHCs. Some would argue that in small solo or
small group practice the MA role has always been expanded and flexible. Pro-
viders in small practices expect MAs to multitask. Our methodology did not
include case studies in small practices. The new roles that are the focus of this
article were usually included as part of a larger organizational innovation
encompassing overall practice change.

As noted by most of the case study sites, retraining MAs was costly to
employers. Some of the sites formed partnerships with training providers,
including community colleges, to better prepare MAs in the skills needed for
expanded roles. However, most sites tended to have very individualized needs
that necessitated additional training even if basic MA skills were adequate.
There is a need for training programs and certification organizations to revise
the basic MA training curriculum. One of the certifying organizations, the
American Association of MAs has reviewed its recommended curriculum and
exam and referenced how these tools address new roles for Certified MAs
(Balasa 2016).
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The primary care practices selected for these case studies were pioneers
in primary care redesign via staffing models that included new roles for MAs.
The common thread among these sites was innovation in the extended and
flexible use of workers who traditionally functioned largely in supportive
roles, with little significant involvement in care or in ongoing relationships
with patients. The drivers of practice innovation are well documented and
include primary care provider shortages, an aging population, increases in
chronic illness, cost pressures to provide more efficient care, and the push to
provide better quality care and improved patient outcomes. Primary care
redesign necessitates a close look at the workforce to see how care can be bet-
ter delivered by teams, using the skills and knowledge of members of the
health care teammost effectively.

Innovation in the use of MAs makes sense from a business and clinical
perspective. As noted in the outcomes section, study sites applied differing
metrics to make the business case, depending on the organization type and
reimbursement model. Sites using fee-for-service models often focused on
improving productivity and cycle time utilizing multiple MAs while sites serv-
ing self-insured populations under a capitation model were able to track
patient utilization rates, sometimes against a comparison group, and demon-
strate cost savings to insurers related to MAs’ health coaching and other rela-
tional roles.

MAs have a relatively short educational preparation time, and their
basic education includes clinical as well as practice support skills. MAs are
among the lowest wage workers in clinical practice settings and are not in
short supply inmost parts of the country. The regulatory structure of physician
delegation means that MAs can have a fairly wide scope of duties, although
the differences inMA scope of practice across states sometimes presents a con-
fusing picture.

Finally, MAs’ linguistic and cultural concordance with many of their
patients make them well suited for ongoing outreach and follow-up for
patients who may be noncompliant with providers or require close ongoing
monitoring.

The flexibility in MA roles has enabled significant experimentation in
practice change over the past decade. Role innovations continue as MA roles
are combined with other roles. In one setting, MAs have been trained as
CHWs for a program in diabetes self-management (Rice, Kocurek, and Snead
2010;Walton et al. 2012). In dual roles, numerous new job titles are emerging.

There are significant challenges in the replication of new models of care
using MAs in new roles. The same high-performing practices profiled here
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have also been widely recognized (Kenen 2010; Gawande 2011; Ladden et al.
2013; Bodenheimer,Willard-Grace, and Ghorob 2014b).

However, there are probably many failed efforts at practice transforma-
tion that have not received as much attention. Small pilots may be imple-
mented in one part of a delivery system but fail to be spread across the
organization.

It is important for practices transforming MAs roles to consider some of
the success factors we identified. Those include having a local champion,
preferably a provider, who can guide and promote the process. Leadership
buy-in across the organization is critical to adopt and sustain these efforts. The
loss of leadership support or champion can lead to ultimate failure of these
models. We found that three of the sites had discontinued their MA innova-
tions between the time of our first site visit and follow-up interviews. Lack of
sustained support from leadership was the reported reason.

The costs to sustain these innovations are substantial and should be con-
sidered in overall planning. Training for the MA and the whole team is ongo-
ing. Supporting the incentive structure for the MA and the whole team with
bonuses and other productivity and quality incentives were reported to be
essential for staff retention and sustainability of the models.

This study has several limitations. The sites selected were those that
were already high-performing and had successfully implemented new roles
for MAs. We did not select practices with failed efforts, which might have
offered more insights into challenges and pitfalls in implementation. Our site
selection process did not include solo and small group practices; thus, we do
not have information onMA innovations occurring in those types of practices.
We were only able to collect limited data on clinical and administrative out-
comes of practice innovation. Case studies sites agreed to give us readily avail-
able measures, which meant that data were often short term, limited to
outcomes collected for other purposes, and were not uniform across sites. Few
of the sites conducted rigorous pre- and postevaluation as they implemented
new uses for MAs and overall practice redesign. Other thanMA retention and
satisfaction, few of the measures that were collected could be linked specifi-
cally to theMAcomponent of the innovation.

Future research should include rigorous evaluation of these models. A
recent initiative funded by the Hitachi Foundation, the Care Team Redesign
Initiative, aims to demonstrate the business case for training and empowering
frontline health care workers within primary care teams with technical assis-
tance, and a rigorous evaluation (Strong 2015).
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Further workforce research should focus on the long-term career trajec-
tory of MAs who have participated in these new models of care and incentive
systems. Do new roles for MAs offer career pathways and growth out of low-
wage occupations? Are there workforce benefits and cost savings from
reduced turnover? What future enhanced and combined roles, such as MA/
CHW or MA/behavioral health specialist, are needed to further support
developing care models?

CONCLUSION

Driven by demographic factors and changing health care policy emphasizing
primary care, many primary care practices are revising their workflow to
enhance efficiency and quality. Influxes of new patients, and increasingly com-
plex patients, require newmodels of care utilizing nonprovider staff to take on
some of the task burden. Innovative models employing MAs in new roles
have gained considerable attention, but challenges to spreading these models
remain.

Payment model reform may help to address some of those challenges.
Further rigorous research on the impact of these new roles is needed.
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